Tracheal diverticula are rarely encountered, and only a handful of cases have been described in the literature. In most of these cases the patient was asymptomatic. When symptoms have occurred, they usually had an airway component such as cough, dyspnea, and recurrent respiratory infection. Imaging techniques-particularly computed tomography-are benefi cial for diagnosing a tracheal diverticulum because bronchoscopy can sometimes miss the point of communication with the trachea. We report the case of a 62-year-old woman with a tracheal diverticulum that manifested as an intermittent, painful right neck mass with associated cough, dysphonia, dysphagia/ odynophagia, and an occasional strangulation/choking sensation.
Introduction
Tracheal diverticulum, or tracheocele, was fi rst described by Rokitansky in 1838. 1 It is a relatively rare phenomenon that manifests as one or more outpouchings of the tracheal wall. 2 Tracheal diverticula can be either congenital or acquired:
• Congenital lesions contain respiratory epithelia, smooth muscle, and cartilage. Th ey are small, and they usually feature a narrow communication with the tra-chea. 3 Congenital diverticula are believed to either (1) arise from a defect in fetal development of the tracheal cartilage or (2) represent an aborted high division of the primary lung bud or vestigial supernumerary lung. 4 • Acquired diverticula are formed exclusively of respiratory epithelia; they lack smooth muscle and cartilage. Compared with congenital diverticula, they are usually larger, and their communication with the tracheal wall is wider. Acquired diverticula are believed to be caused by an increase in intraluminal pressure, such as occurs during a cough that results in a mucosal herniation through a weak point in the tracheal wall. 5 Tracheal diverticula are rarely encountered in clinical practice. Th ey can be found incidentally on computed tomography (CT), bronchoscopy, or at postmortem examination. 2, 6 Th ey usually present at the right posterolateral aspect of the trachea at the level of the thoracic inlet. 6 Th e trachea lies slightly to the right of the median plane, while the esophagus at the root of the neck inclines to the left , thus leaving the upper part of the right border of the trachea relatively unsupported. 2 Although most patients are asymptomatic, these diverticula can act as reservoirs for respiratory secretions, which can be associated with cough and dyspnea and which can lead to chronic respiratory tract infections. 5, 7, 8 Th is disorder may also be accompanied by dysphagia and occasional dysphonia secondary to recurrent paralysis resulting from direct compression of the diverticulum on the recurrent laryngeal nerve. 9 In this article, we describe a new case of tracheal diverticulum.
Case report
A 62-year-old white woman was referred to our otolaryngology clinic for evaluation and treatment of a rightsided, air-fi lled mass around the trachea that had been origin. Bronchoscopy and esophagoscopy can also provide useful information to aid in the diagnosis, although bronchoscopy can sometimes miss the point of communication with the trachea. Although the radiologist in this case interpreted the lesion as a congenital tracheal diverticulum, we believe that it was more likely an acquired diverticulum in view of the sudden onset of the right neck mass and the absence of any cartilaginous rings on CT.
Treatment options vary throughout the literature. Th ey include surgical resection, fulguration, laser cauterization, and conservative medical management consisting of antibiotics, mucolytics, and physiotherapy. 8, 10 We found that conservative management and serial CT scans were a favorable option for our patient. discovered on CT (fi gure, A). Her medical history was signifi cant for hypothyroidism, non-insulin-dependent diabetes mellitus, gastroesophageal refl ux disease, hypercalcemia, and previous tobacco use. Over the previous 8 months, she had experienced multiple episodes of an abrupt onset of pain and swelling toward the right side of her neck; these symptoms would resolve aft er 3 or 4 days. She also experienced associated cough, dysphonia, dysphagia/odynophagia, and an occasional strangulation/choking sensation. She had no history of chronic obstructive pulmonary disease or any trauma or injury to the neck, and she denied any chest pain or shortness of breath.
On physical examination, the patient exhibited a right neck fullness that worsened during the Valsalva maneuver. No solid masses were palpated. Videoendoscopy performed in the clinic was negative for any masses or lesions, and a barium-swallow contrast study ruled out a digestive origin. Findings on pulmonary function testing were within normal limits.
Flexible bronchoscopy found no endobronchial lesions or communication of a diverticulum with the tracheal wall. However, CT of the thorax with contrast demonstrated a 3.4 × 3.5-cm loculated cystic structure with soft -tissue walls lacking cartilaginous rings in the right paratracheal/paraesophageal position; the collection extended from the thyroid into the superior mediastinum, and it was air-and fl uid-fi lled (fi gure, B).
Reformatted CT images demonstrated a minute discontinuity in the posterior right lateral tracheal wall, through which we suspected that air and secretions traversed to accumulate in the right paratracheal cavity. Th e radiologist identifi ed this fi nding as a progressive enlargement of a congenital tracheal diverticulum with ball-valve pathophysiology. However, it was diffi cult to determine with certainty whether this was a congenital or acquired lesion since a biopsy of the diverticular wall was not recommended; a biopsy would have led to the development of subcutaneous emphysema. As a result, no defi nitive histopathology was available for review.
A consultation was obtained from the cardiothoracic surgery service, which felt that since the patient's symptoms were minimal and had not progressed, the risks of surgery far outweighed the benefi ts. Th erefore, observation and serial CT scans were recommended.
Discussion
Th e initial workup of a tracheal diverticulum should include CT of the head and neck followed by a bariumswallow contrast study to rule out any gastrointestinal 
